obstetrical emergencies were levied against individual physicians and the remaining 35 (92%) were levied against hospitals. Of 8 total CMPs levied against individual physicians during the study period, 3 (37.5%) were related to obstetrical cases, including 2 against obstetricians, 1 of whom failed to respond to a request to evaluate and treat a pregnant patient with preeclampsia, and another who failed to provide appropriate medical screening examination, stabilizing treatment, and appropriate transfer for a pregnant woman in labor. The third case involved an emergency physician who repeatedly failed to provide medical screening exam and stabilizing treatment to a pregnant minor with vaginal bleeding. Of 38 penalties related to obstetrical emergencies, 15 (40%) occurred in CMS region IV, and 8 (21%) in CMS region VI. Eight of 15 (53%) settlements in CMS region IV occurred in Florida, and 5 of 8 (63%) in CMS region VI occurred in Texas. The average CMP settlement amount for obstetrical-related cases ($35,908) was not significantly different than the average amount for non-obstetrical cases ($43,585)(p¼0.63). While ages of patients involved in cases resulting in CMP settlements are not systematically reported, 7 (18%) of CMP settlements related to obstetrical emergencies were specifically noted to involve a pregnant minor.
Study Objectives: Emergency care-sensitive conditions (ECSCs) are conditions for which timely, high-quality emergency care makes a significant contribution to patient outcomes. Recently, using modified Delphi methods, an expert panel identified 51 condition groups as emergency care-sensitive conditions. The objectives of this study were to provide the first national estimates of acute care utilization and demographic characteristics of adults experiencing ECSCs and assess factors associated with ECSCrelated emergency department (ED) visits.
Methods: We conducted a retrospective cohort study using data from the National Emergency Department Sample (NEDS) database. The NEDS contains patient demographics, disposition from the ED, diagnoses codes, length of stay (LOS) for admissions, ED and hospital charges, and hospital characteristics. We utilized data from 2009 to 2014 to describe and compare: 1) proportion of ED visits related to ECSCs; 2) disposition from the ED; 3) LOS during hospital stay; and 4) total charges. Our study cohort includes all patients at least 18 years old. If an ED visit carried a primary ED (treat-and-release visit) or primary inpatient ECSC diagnosis (ED admits), it was classified as an ECSC-related visit. All other visits were classified as non-ECSCrelated visits. Proportions and weighted frequencies, and medians and interquartile ranges were computed from a weighted analysis accounting for the NEDS sampling design. We used summary statistics to compare population characteristics across groups. In addition, multivariable logistic regression models were fit to assess odds of an ECSC-related ED visit with a priori-selected patient-and hospital-level characteristics.
Results: Of the 622, 725,542 estimated ED visits between 2009 725,542 estimated ED visits between -2014 ,041 average yearly estimated ED visits were for ECSCs, representing 14% of all ED visits. On average, 58% of ECSC-related ED visits resulted in hospital admission and 1% died in the ED. The most common ECSC-related ED visits were for pneumonia (9%), COPD (9%), asthma (7%), heart failure (7%) and sepsis/SIRS (5%), but varied by age group. ECSC-related visits were more frequent among older adults (45%), females (52%), those in the lowest median household income quartile (31%), and for those with Medicare insurance coverage (49%). The majority of ECSC related visits were in the South (39%) and at non-trauma center hospitals (47%). Patients with ECSC admissions stayed longer compared to non-ECSC admissions (median LOS 3.2 versus 2.6 days, respectively). In 2014, median ED charges per visit for ECSC were $2,240 compared to $1,822 per visit for non-ECSC related ED visits. The results of a multivariate logistic regression model showed that, among patient characteristics, older age, male sex, Medicare and Medicaid insurance, and higher median income were associated with higher odds of an ECSC-related ED visit. Among hospital factors, those located in the West and South regions, hospitals with trauma centers, teaching hospitals, privately owned hospitals, and hospitals in metropolitan areas were associated with higher odds of an ECSC related visit.
Conclusions: Health care utilization and costs in patients with ECSCs are significant. ECSCs constitute a major public health burden in the U.S. We identified patient and hospital factors associated with ECSC-related ED visits that lay the foundation for future study of variations in care and outcomes related to ECSCs. Study Objectives: "Surprise billing" is a growing area of concern in emergency medicine. The complexity of hospital billing often leaves patients in the dark, in part because they do not realize that emergency department providers may not be employed by the hospital and possibly not in-network with their insurance provider. This results in patients often being saddled by unanticipated financial responsibility. Our work sought to answer if, in advance of an emergency department visit, a patient would be able to determine who employed an emergency physician and if he or she was in network for the bill.
Methods: Using a "secret shopper" approach all hospital-based emergency departments (n¼3922) in 44 states were called by trained research assistants posing as a patient. Hospitalcare.gov was utilized for a listing of all 911 receiving hospitals. The caller stated he needed ED care and had the most common health insurance product available in the state. The Kaiser Family Foundation Web site was used to determine the most commonly subscribed insurance product in each state. Questions asked included: "Am I in network for the doctor's bill?" and "Do your emergency room doctors work for the hospital?" If the answer to the question was "no" or unclear, a follow-up question "Who do your doctors work for?" was asked. In each scenario only one attempt was made per hospital. We report descriptive statistics.
Results: After excluding hospitals who volunteered that the patient will not get a separate bill from the emergency physicians, 3594 hospitals remained. When asked "Am I in network for the doctor's bill?" 893/3594 (24.9%) responded yes and 77/3594 (2.1%) responded no. The remaining 2624/3594 (73.0%) of calls accounted for when no contact was made with a person or no clear answer was obtained. When asked "Do the emergency room doctors work for the hospital?" 631/3922 (16.1%) responded yes and 1483/3922 (37.8%) responded no. The remaining 1808/3922 (46.1%) of calls accounted for when no contact was made with a person or no clear answer was obtained.
After excluding hospitals who volunteered that they employed emergency physicians, 3291 hospitals remained. When asked "Who do the emergency room doctors work for?" 1353/3291(41.1%) responded that the doctors were contracted (worked for a physician group separate from the hospital). The remaining 1938/3291 (58.9%) of calls accounted for when no contact was made with a person or no clear answer was obtained.
Conclusions: Our study revealed, from the lenses of a potential patient, an alarming lack of transparency as to the source of emergency physician employment along with insurance network participation. It was unclear in (73.0%) of cases as to whether the emergency provider was in network for the patient's carrier. When asked if the emergency physicians worked for the hospital nearly half of calls (46.1%) resulted in no concrete answer. It was found that (41.1%) of hospital emergency physicians were contracted and was unclear (58.9%) of the time who employed the emergency physicians.
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Freestanding Versus Hospital-Based Emergency Departments: Comparing Geographic Catchment Areas and Visit Characteristics Baehr A, Ledbetter C, Ginde AA, Bookman KJ, Wiler JL/Denver Health Medical Center, Denver, CO; University of Colorado, Aurora, CO Study Objectives: We compared the geographic catchment areas and patient visit characteristics at hospital-affiliated freestanding emergency departments (FREDs) versus hospital-based emergency departments (HEDs).
Methods: We performed a retrospective observational analysis of adult patient visits to 19 hospital-affiliated FREDs and 5 HEDs in Colorado over a 1-year period. Catchment areas were defined using a straight marginal approach as Colorado zip codes that served as the zip code of residence for at least 0.5% of an emergency department's (ED's) annual census. Catchment area characteristics were obtained from the 2016 American Community Survey, and median demographics were compared using the 2-sample Wilcoxon rank-sum test. Patient visit characteristics were abstracted from 2016-17 electronic medical record data, and Chi-squared test was used to compare visit characteristics between FREDs and HEDs.
Results: The FRED catchment area included 150 zip codes and the HED catchment area included 82 zip codes, with 70 zip codes overlapping. The catchment areas were similar in median zip code population, percent Hispanic residents, percent of residents with health insurance, educational attainment, and percent non-English speakers. Compared to HED catchment areas, FRED catchment areas had a lower proportion of non-White residents (12.4% versus 17.3%, p¼0.005), higher median household incomes ($70,356 versus 58,762, p¼0.008), a lower proportion of residents with public health insurance (26.1% versus 30.6%, p¼0.033), and a lower proportion of residents below the federal poverty level (8.1% versus 10.8%, p¼0.013). On analysis of patient visit characteristics, FREDs had a larger proportion of visits from patients between the ages of 18 and 44 (63% versus 54%, p< 0.001) and fewer visits from patients 80 years and older (3% versus 6%, p<0.001). Similar to catchment area patterns, FREDs had significantly lower proportions of non-White patient visits (24% versus 34%, p<0.001) and patient visits with public insurance (29% versus 39% Medicaid and 14% versus 23% Medicare, p<0.001). FREDs did have a larger proportion of uninsured patient visits than HEDs (12% versus 10%, p<0.001). FREDs had more visits from infrequent ED utilizers, with fewer than 4 visits to any study ED over the year (84% versus 72%, p<0.001), and they had fewer visits from super-utilizers, with 10 or more ED visits (3% versus 7%).
Conclusions: Hospital-affiliated FREDs tend to serve communities with higher incomes, fewer minorities, and higher rates of private insurance than do HEDs. These patterns are largely reflected in patient visit characteristics as well. Study Objectives: Smartphones continue to revolutionize the way physicians practice medicine. In many settings, mobile devices have emerged as indispensable tools for early diagnosis, patient monitoring, and physician communication. However, no study to date has documented the use of smartphones by emergency physicians to communicate with on-call specialists. The purpose of this study was to describe the use and the potential impact of smartphones for emergency consultation in low-resource environments.
Methods: The study was conducted in a 350-bed private tertiary care center in West Bengal, India. The 9-bed academic emergency department handles roughly 12,000 patients per year. Prior to the study, many emergency physicians used smartphones to send images to on-call consultants, sharing relevant information such as radiographs, electrocardiograms (EKGs), or computed tomography (CT) scans. During the study period, emergency physicians were asked to complete a data sheet describing the details of their communication, including date of consult, time of consult, category of image sent, consultant specialty, time to response, and if medical decisionmaking was altered (eg, operative management for an otherwise non-operative patient). All patients were consented in advance. Confidentiality was maintained by avoiding unique identifiers and erasing smartphone data after each shift.
Results: Data were collected from September 1, 2015 to February 29, 2016 . During this time period, a total of 281 communications were made. Most of the smartphone consults occurred between 4 PM and 2 AM, peaking between 10 PM and midnight. The specialties consulted, in order of frequency, were neurosurgery (200), neurology (48), plastic surgery (14), orthopedics (12), obstetrics (6), and cardiology (1). The reasons for consult, in order of frequency, were interpretation of CT scans (255), radiographs (13), gross images (9), cardiotocograms (6), magnetic resonance imaging (5), or EKGs (1). The average time to response was 5.93 minutes (standard deviation 4.99 minutes). Medical decisionmaking was altered for 37 patients (13% of recorded cases), most often resulting in early operative management. The likelihood of change in management was highest for obstetrics consults (2/6, 33%), followed by plastic surgery (3/14, 21%), orthopedics (2/12, 17%), neurosurgery (28/200, 14%), neurology (2/48, 4%), and cardiology (0/1, 0%).
Conclusions: Early and rapid communications among hospital staff members are vital, especially in emergent situations. This study demonstrates that the use of smartphones for ED consultation influenced medical management for a subset of patients. Study Objectives: Many efforts have been made to improve emergency department (ED) workflow and combat crowding, including implementations of physician-intriage model and ED observation units. Recent findings have suggested that more severe ED crowding is associated with worsened patient experiences. We assessed patient experiences following their designated treatment areas: triage, an observation unit or ED. Additionally, we determined the effect of patients' pain management on their overall satisfaction within all units of the ED.
Methods: We conducted a prospective, cross-sectional study at a university-based ED from July 2017 to April 2018. We obtained ED patient experience scores using emergency department Patient Experience of Care survey. We used compared frequency analysis and Chi-square test to correlate top box scores between patient satisfaction scores and their specific location within the ED units.
Results: We obtained 371 responses; 61 (16.44%) and 53 (14.29%) of these patients were seen in the triage and observation units, respectively. We found that patients seen in triage gave significantly higher top box scores overall, as well when asked about their physician's concern to keep them informed about their treatment, when compared to non-triage patients (p-value < 0.05). Patients in the observation unit reported that physicians took the time to listen significantly more than ED patients. (p-value < 0.05) Additionally, patients from all ED units who were satisfied with their pain management (score 8+) reported significantly higher top box scores for all physician-patient interaction questions (p-value < 0.0001).
Conclusions: We found significant differences in ED patient experience scores between patients seen in triage, the observational unit, and the main ED unit. Better pain management was associated with higher patient satisfaction score.
